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SUMMARY
Walk-in clinics have proliferated rapidly in
many areas of Canada and the United
States. Patients who attend these clinics
have illnesses that are similar to those seen
in family physicians' offices, yet walk-in
patients perceive their symptoms to be more
urgent and present at a much earlier stage of
their illness than patients who attend their
family doctor. Research has not yet proven
that the opening of walk-in facilities lowers
the demand for traditional primary care
services; therefore the cost-effectiveness of
walk-in clinics needs further evaluation.
(Can Fam Physician 1989; 35:2019-2022.)
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RESUME
On constate une proliferation rapide des cliniques
sans rendez-vous dans de nombreuses regions du
Canada et des Etats-Unis. Les patients qui
frequentent ces cliniques souffrent de maladies
semblables A celles que l'on rencontre dans les
bureaux des medecins de famille; les patients des
cliniques sans rendez-vous percoivent cependant
leurs symptomes comme etant plus urgents. Ils se
presentent a un stade beaucoup plus precoce de leur
maladie comparativement aux patients que l'on
retrouve dans les bureaux prives des medecins de
famille. La recherche n'a pas encore prouve que
l'ouverture de ces cliniques sans rendez-vous a
permis de reduire la demande de services
traditionnels en soins de premiere ligne; il est donc
necessaire de pousser plus loin l'evaluation de ces
cliniques sans rendez-vous en termes de cout-
b6nefice.
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THE "walk-in" system of primary
health care is not a new concept.

In the early part of the century, it was
the traditional pattern of general
practice. Later, however, as the pop-
ulation grew and as financial barriers
to health care disappeared, family
physicians were much more in de-
mand and so they introduced ap-
pointment systems to solve the grow-
ing problem of crowding during the
busiest parts of the day. Most physi-
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cians adopted this system, but some
physicians continued to operate their
practices without appointments. A
few physicians still practise on a
"walk-in" basis.
For this discussion, a walk-in clinic

is defined as "a facility that is physi-
cally separate from a hospital, has ex-
tended-hours service, and which ac-
cepts patients without requiring
either an appointment or a referral."
This definition excludes hospital
emergency departments, out-patient
clinics, public health clinics, and uni-
versity health services. Although it
could be argued, justifiably, that
these are often walk-in facilities, their
inclusion would broaden the defini-
tion too much for the purpose of this
paper.

Commercial Clinics
Although some family physicians

have always run their practices on a
"walk-in" basis, the concept of com-
mercial walk-in clinics-clinics owned

and operated by businessmen or by a
partnership of businessmen and
physicians-is a relatively new phe-
nomenon. These new, commercial
clinics first appeared in the United
States,1 where they were known as
"freestanding emergency centers"
(FEcs) or "urgent care centers." The
first FEC was established in Delaware
in 1973.2 In 1983 there were 1100 clin-
ics in the U.S.3; by November 1985,
the number had risen to over 2500.4 It
has been estimated that in 1990 there
may be 5500 clinics throughout the
U.S., with over 100 million patient
visits per year,2 although there are
some indications that the continued
growth is now slowing.5

Walk-in clinics began appearing in
western Canada during the early
1980s and are now an established part
of primary care in British Columbia,
Alberta, Saskatchewan, and Manito-
ba. The clinics are primarily an urban
phenomenon,6 and although their
numbers are growing in Quebec and
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Ontario, they have yet to make an im-
pact on the Maritime provinces. They
typically offer a range of paramedical,
investigative, and procedural services
not normally found in the traditional
family physician's office. One survey
of 34 Ontario walk-in clinics6 showed
that the main services offered were
laboratory facilities (82%), X-ray ex-
aminations (79%), electrocardio-
graphic tests (68%), pulmonary func-
tion tests (53%), and physiotherapy
(18%). Other services mentioned
were sports medicine, nuclear medi-
cine, social services, optometry, mas-
sage therapy, chiropractic, electroly-
sis, and tanning salons.
The Ontario Chapter of the Col-

lege of Family Physicians of Canada
(CFPC) recently tried to identify the
number of clinics operating in
Ontario.6 Using the definition above,
their Committee on Health Care
found only 13 walk-in clinics that had
been in existence before December
1986. Most were traditional family
practices, some established as long as
30 years before, that had never
moved to the appointment system.
Between December 1986 and No-
vember 1987, however, the number
of walk-in clinics had risen to 54. By
May 1988 there were 105 clinics in
operation.
The total number of walk-in clinics

in Canada is unknown. In the U.S.,
an association keeps statistical
records. Originally known as the Na-
tional Association of Freestanding
Emergency Centers (NAFEC), it
changed its name in 1984 to the Na-
tional Association for Ambulatory
Care (NAFAC).2 There is no similar as-
sociation in Canada to keep track of
the facilities. Walk-in clinics are not
generally identified as such by pro-
vincial insurance schemes, and there
is no standardization of clinic names,
so telephone listings are generally un-
helpful. Gathering demographic data
is, therefore, a considerable chal-
lenge.

Acceptance
One study of FECS in the U.S. sug-

gested that acceptance of walk-in
clinics by various groups depends on
whether the group benefits from, or
is threatened by, their existence.7
Thus, acceptance is highest among
the general public and among special-
ist physicians. Hospital administra-
tors are decidedly cooler in their atti-
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tudes to walk-in clinics, with
emergency physicians and family phy-
sicians being least enthusiastic about
the concept.

In Canada the pattern may be simi-
lar. Articles and letters to the editor
in the Canadian lay press are almost
all positive about walk-in clinics.8-"
Hospitals and hospital administrators
are much less enthusiastic, reportedly
because they sense a threat to the pa-
tient volume in their emergency
departments,"2 and primary care phy-
sicians are very cool to the idea.1
At a panel discussion of walk-in

clinics at the Annual Scientific As-
sembly of the CFPC in May 1988, an
audience poll of about 60 physicians
showed that just over half had adjust-
ed their own styles of practice in re-
sponse to walk-in clinics.'3 Some phy-
sicians, however, are taking a more
direct approach to commercial walk-
in clinics by setting up their own
after-hours clinics in direct competi-
tion with the commercial organ-
izations.'2

Effect on
Traditional Services
Few studies have examined the ef-

fect of the growth in walk-in facilities
on the demand for traditional prima-
ry care services. These studies will be
essential, however, to determine
whether clinics redistribute existing
health care funds or result in addi-
tional cost.
Emergency Departments

Ferber and Becker, in a 1982 U.S.
study,'5 studied the relationship be-
tween the growth of walk-in clinics
and the number of emergency depart-
ment visits in nearby hospitals. They
studied 94 hospitals in 22 states and
found that there was no decline in
emergency department visits associ-
ated with the opening of FECS in the
hospitals' service areas. The authors
speculated that walk-in facilities are
perceived by consumers as a substi-
tute for family physicians' offices,
rather than a substitute for emergen-
cy departments.

In Canada the impact of walk-in
clinics on the use of hospital facilities
is less well documented. One area of
Ontario (Barrie) had a drop of 20%
to 25% in the emergency department
volume following the opening of a
physician-run, after-hours walk-in
clinic.'2 Another area with a similar

system (Kitchener-Waterloo) report-
ed no decrease in the number of pa-
tients seen in hospital emergency
departments. 15
Family Physicians

Studies on the effect of walk-in fa-
cilities on traditional family practice
have focused on the relationship be-
tween patients' perceptions of the ur-
gency of their illnesses and the meth-
od of health care delivery they
choose, rather than on the kind of de-
mographic data investigated by Fer-
ber and Becker.'4

It has long been known that there
is a low correlation between morbidi-
ty elicited by objective clinical study
and perceived morbidity elicited by
patient questionnaire. 16 Many in-
vestigators'620 have shown that the
physician's perception of illness is
very different from the patient's.
Rosenstock20 has stated that usage
studies based on patient perception
of illness "are far superior in their
ability to explain than are the more
traditional analyses of relationships
between demographic factors and the
utilization of services," arguing that
this superiority lies in the intimate
mechanisms linking personal charac-
teristics and behaviour.
Alemagno and co-workers, in a

study comparing 400 patients at three
FECS with 144 patients at three family
practices,'8 measured objective mor-
bidity by recording the diagnoses of
patients attending each facility. The
ranking of the eight most common di-
agnoses was the same in the walk-in
clinics and the family physicians' of-
fices, and correlated well with nation-
al figures for family practice reported
by Schneeweiss and associates.2'
From these results, the researchers
concluded that FECS were not used for
more urgent conditions than family
physicians.

Perception of Urgency
The researchers then asked pa-

tients to consider a list of theoretical
illnesses and rate each illness accord-
ing to its degree of urgency. The
walk-in patients consistently rated
these illnesses higher in terms of ur-
gency than the family physician
patients.'8

Lastly, the investigators compared
two groups of patients with respirato-
ry tract infection and found that the
two groups had markedly different
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perceptions of the urgency of their ill-
ness. Of the walk-in patients, 34%
said they believed that they should be
seen within two hours of the onset of
symptoms, while none of the family
practice patients reported this degree
of urgency. A further 19% (total 53%)
of walk-in clinic patients said that their
infection should be seen within 12
hours, compared with 12% of the
group attending their own physician's
office. The authors concluded that
FECS were not used by patients who
had more urgent conditions, but were
used by patients who believed their
conditions to be more urgent.18
These findings were confirmed in

Canada by Dr. J. Rizos, who deliv-
ered a free standing paper in Mont-
real at the 1988 Annual Scientific As-
sembly of the CFPC13. He presented
the findings of a survey of 416 pa-
tients attending a walk-in clinic in
Ontario. A similar percentage (37%)
of his walk-in patients believed they
should be seen within two hours of
the onset of symptoms. Fifteen per
cent of patients, however, reported
that their upper respiratory infection
should be seen within minutes, rather
than hours.

According to this survey, if the
walk-in clinic had not been available,
21% of the clinic's patients would
have sought no medical help, 24%
would have gone to the hospital
emergency department, 27% would
have contacted their family physician,
and 28% would have attended anoth-
er walk-in clinic.
The different ways that physicians,

nurses, and patients perceive the
term "urgent" has been studied by
Wolcott.19 He noted that patients
presenting in the hospital emergency
department with apparently trivial
complaints engender an impatience in
medical and paramedical staff, which
Wolcott believed might interfere with
appropriate treatment. He suggested
that physicians and nursing staff
should accept the patient's perception
of the seriousness of the condition,
although it might be markedly differ-
ent from their own.

Other investigators agree with
Wolcott. Stratmann and Ullman, in a
study of consumer attitudes to health
care in Rochester, New York, state:

Most people probably realise that
the sooner a problem is treated,
the sooner their distress will be re-

lieved. For some people, there-
fore, the discomfort or inconve-
nience caused by even a common
cold is likely to prompt them to
seek immediate medical relief
from the most accessible profes-
sional source.17
Stratmann and Ullman state that

they consider it presumptuous of phy-
sicians to assert that minor illness
should not be important to patients
and write that patients should not be
criticized for failing to conform to
professional standards. Like Wolcott,
they argue that, in the final analysis,
it is the patients' right to determine
the method of health care delivery
they wish based on their own percep-
tions of the severity of their symp-
toms.

Discussion
There has been a large and rapid

rise in the number of walk-in clinics
in many parts of Canada and the U.S.
Relman22 associates the rise in U.S.
walk-in facilities with what he calls
the "era of expansion," characterized
by rapid growth in hospital facilities
and numbers of physicians, coupled
with new developments in science
and technology. He notes that in the
U.S. a final and very important fea-
ture of this era was the appearance of
investor-owned medical businesses,
"which were attracted by the oppor-
tunities for profit offered by the
open-ended system of insurance pay-
ment."
Although the appearance of walk-

in clinics in the U.S. at the end of the
''era of expansion" may suggest a
striking parallel between the U.S. ex-
perience and our own, the rates of
growth of these facilities in the U.S.
and in Canada may be quite differ-
ent. According to Rylko-Bauer, the
profile of American FEc patients is
generally that of a younger, white
population of relatively high socio-
economic status, with over 85% of
patients younger than 50 years old.2
Medicaid and Medicare are the least
common methods of payment, lead-
ing Rylko-Bauer to the conclusion
that FEcs are meeting a need primari-
ly for the more prosperous section of
U.S. society. The profile of the Cana-
dian walk-in population is unknown,
but because of the universal and ac-
cessible nature of our health care sys-
tem, one might expect a more even

socio-economic distribution, leading
to a higher rate of growth, all other
things being equal.
One Canadian survey6 noted a

common assumption among the oper-
ators of walk-in clinics that the open-
ing of their facility would reduce the
load on hospital emergency depart-
ments. This has not been found to be
the case in the U.S. and remains to
be proven conclusively in Canada.
Likewise, the perception that these
facilities are used as a replacement
for family physicians' offices may be
incorrect. In the Ontario study by Ri-
zos, only 27% of walk-in patients
would have contacted their family
physician had the clinic been
unavailable.13

Associated with the growth of
walk-in facilities is their use by pa-
tients who appear to have a lower
"threshold of illness" than patients
who visit their own family physician.
Over one-third of walk-in patients
suffering from upper respiratory tract
infections who were surveyed in the
U.S.18 and Canada'3 believed that
their condition should be treated
within two hours of its onset. Indeed
in the Canadian survey by Rizos,13
15% of patients had expectations in
terms of minutes, rather than hours.
The perspectives of patients, physi-

cians, health care workers, and soci-
ety will always differ. Roper has stat-
ed that the rational resolution of
these conflicting views is a healthy
process.23 But because of the accessi-
ble nature of our health care system,
we may not have the option of ac-
cepting, without challenge, patients'
perceptions of illness that might be
completely at variance with those of
physicians. The arguments of
Wolcott19 and of Stratmann and
Ullman,17 that we accept absolutely
the patient's perspective, may not be
workable in Canada. Although our
system is termed "health care," it is
primarily designed, not for the
healthy, but for the sick, who consti-
tute a small but predictable minority
of the population at any one time. If
the definition of illness were expand-
ed by increasing patient expectations
to include the discomforts of normal
life, not only could the budgeting of
health care become extremely unpre-
dictable, but funding could flow in-
creasingly from the treatment of the
sick to the care of the healthy.
The future of walk-in facilities in
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Canada will most likely be determined
by their cost-effectiveness. The Scott
task force,24 in its second interim re-
port released to the Ontario govern-
ment in February 1989, stated that-
regardless of the method of health
care delivery-three major objectives
must be maintained:
* the needs of the public must be met
without unnecessary duplication of
services;
* medical services must be main-
tained to acceptable professional
standards for acute and continuing
care; and
* the costs for these services must
constitute effective use of public
monies.
It is the extent to which walk-in clin-
ics conform to these ideals that will
determine their role in primary care.
As we in Canada enter the "Era of
Cost Containment" described by
Relman,22 the survival of new meth-
ods of health care delivery will de-
pend increasingly on their ability to
demonstrate effectiveness not only in
terms of patient satisfaction, but also
in terms of fiscal responsibility. U
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